Childhood obesity is a global concern. The prevalence of childhood overweight and obesity is increasing in many countries at all levels of development, for school-aged children and adolescents aged 5-19 years as well as preschool children younger than 5 years. Childhood obesity has implications not only for children's physical and psychological health, but it increases the risk of obesity and noncommunicable diseases into adulthood. The World Health Organization's Commission on Ending Childhood Obesity has called for governments to recognise their "moral responsibility" to act to reduce the risk; however, political action lags well behind what is needed. In this article, we examine global trends, surveillance systems and international examples of policy and progress, and describe the challenges for preventing childhood obesity.
, three obvious patterns are clear and take account of most countries, albeit with different baselines in the 1970s and endpoint prevalences of childhood obesity in 2016. These are shown schematically in Figure 1 and reflect: 1) consistent early increases with an apparent plateau effect (e.g. UK, Australia and Denmark); 2) low levels with recent exponential increases (e.g. The development of childhood obesity shows a mixed relation to socio-economic status. In middle-income countries, the increases in childhood obesity are initially most rapid in economically advantaged subgroups, such as is seen in China. 4 In high-income countries, a reverse pattern exists, with disadvantaged children showing higher childhood obesity rates (e.g. Sweden, Czech Republic), although more complex mixed patterns are also seen in some European and Asian countries. 5, 6 Widening of socio-economic-associated inequalities in childhood obesity rates has been reported in high-income countries, as well articulated in a study of four population cohorts in the UK over five decades. 
Surveillance systems
Effective responses to obesity require robust data. Population childhood obesity surveillance data are collected through the European quadrennial Health Behaviour in School-aged Children surveys 8 , youth surveys in the US , and low-to middle-income country data from the WHO Global School-based Student Health Survey.
10 However, these data are self-reported, which may misclassify adolescents with overweight/obesity.
WHO Europe coordinates the Child Obesity Surveillance Initiative, which collects measured height and weight from more than 250 000 children aged between 6 and 9 years, providing nationally representative samples across 40 countries in Europe.
11
Within country, the English National Child Measurement Programme has measured obesity objectively since 2006, providing robust data on trends by sex, deprivation and ethnicity. 12 These data are collected during children's first and last year of primary school, providing representative, comprehensive data on more than 1 million children each year. Such surveillance data are a substantial improvement on self-reported or parent-reported information.
Surveillance should also document policy development and program implementation and reach. One such example is the WHO country capacity surveys, which monitor the existence of national strategies to reduce unhealthy food marketing to children. In the 2017 survey, one-third of European countries reported government-legislated strategies, but very few were reported by Asian or African countries. 13 
Commission on Ending Childhood Obesity (ECHO)
WHO established ECHO in response to increases in childhood obesity in low-and middle-income countries. The commission's final report 14 called for governments "to take leadership and for all stakeholders to recognise their moral responsibility in acting on behalf of the child to reduce the risk of obesity". The report outlined six key areas of action ( Figure 2 ).
Although many of the detailed recommendations focus on the child and family, they also cover broader upstream issues including implementing an effective tax on sugarsweetened beverages and implementing recommendations on the marketing of foods. The ECHO implementation plan was presented to the World Health Assembly in May 2017, where there was a noticeably cautious response, whereby "delegates welcomed a plan to implement recommendations", rather than endorsing or adopting the report. 15 Even this WHO ECHO process emphasised individual-level information and education strategies more than recommendations relating to private-sector actions, despite the strong evidence base for the latter. 16 
Political responses
Lack of success in childhood obesity prevention is often underpinned by the erroneous conceptualisation of the problem as a failure of the individual rather than as a normal response to an 'obesogenic' environment in which people must make an increasing effort to eat small portions of healthy foods, and to engage in daily physical activity. 17 This focus on individual responsibility drives obesity policy actions that are skewed towards individual-level responses and are unlikely to result in sustained changes in behaviour that lead to long-term alterations in energy balance across the population. There is insufficient focus on the commercial determinants of obesity 18 , namely the need for food and beverage corporations and other stakeholders to change their approaches that currently drive the "obesogenic system". and to increase community support, in turn influencing decision makers with respect to legislation relating to childhood obesity. 24 Other campaigns can influence parental understanding of the role of sugar-sweetened beverages in childhood obesity 25 , as well as other issues such as food labelling and portion size. Social media, and marketing and advertising of unhealthy foods, may target children. 26 Many countries have voluntary codes or standards for food advertising, but self-regulation is seldom adhered to by the food industry, and governments rarely impose mandatory regulations. Finally, in order to prevent stigmatising overweight children, careful testing and framing of obesity messages is important. 27 
Health services
Although the primary prevention of childhood obesity is vital, so too is effective management of children already affected. One ECHO recommendation is for "weight management services … that are family based, multicomponent (including nutrition, physical activity and psychosocial support) and delivered by multiprofessional teams … as part of Universal Health Coverage". 15 However, in many countries, including Australia, those affected by obesity often lack access to treatment, existing services are patchy and inequitably distributed, and health professionals receive limited training in childhood assessment and management. These issues are compounded by resource constraints and often also a pervasive institutional weight stigma. There remains a pressing need for cost-effective implementation of health system models of service provision and health professional training. The World Obesity Federation has recently recognised this issue through its Health Systems Committee, which is identifying best practice examples from different countries.
There has, however, been a policy shift in some innovative jurisdictions in recent years with the introduction of fiscal measures to reduce sugarsweetened beverage consumption, a discrete risk factor for childhood obesity. These 'sugar taxes' have been introduced in a growing number of countries, most recently the UK. Initial evaluations show important changes in consumer behaviour in Mexico and Berkeley (US). 19, 20 The UK sugar-sweetened beverages tax, which sits at two different tiers, also appears to have driven a large amount of reformulation by producers, to reduce the sugar content of drinks below the taxable threshold. 21 There are also examples of effective actions at regional and local levels. When he was Mayor of New York City, Michael Bloomberg led city-wide cross-agency initiatives to develop sustainable policies that promoted healthier eating and increased physical activity -which was accompanied by reductions in childhood obesity. 22 The Amsterdam Healthy Weight Program, another citylevel intersectoral program, appears to have had an impact on reducing population-group inequalities in obesity. 23 This intervention involves collaboration across multiple agencies including supermarkets and food vendors, influencing the school environment, promoting sport and active commuting to school, and providing screening and clinical services for children with obesity. 20 Further examination of these interventions and their mechanisms of effect is warranted.
Social marketing and mass media campaigns
There is widespread interest in mass communications strategies in childhood obesity prevention. Ideally, media campaigns should be sustained to inform consumers, 
Conclusions
Recent trends in the prevalence of childhood obesity, notwithstanding plateauing in some countries, indicate a huge burden of current and future ill health. The global need for robust and intensive action remains, but despite significant efforts in many countries, the policy response lags behind what is needed. This is despite the fact that the WHO ECHO Commission report recommended strong political leadership to ensure implementation of these and other responses. Urgent, coordinated health system responses are needed to manage the many children already affected by obesity. Finally, standardised population surveillance systems, using objective assessments of obesity, and integrated with policy monitoring, are required to track sustained progress in program implementation and obesity outcomes.
